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The following repreésents thé findings of the
California Department of Public Health during Entity
Reported Incident visit # CA00171976. Inspection of
the facility was limited to the specific allegation(s)
reported and does not represent the findings of a
full  inspection the  faciity, Representing fhe
California Depannient of Public Health:

Nursing Services Policies and Procedureés

70213
(&) Policies and procedutes that require
consistency and continuity in patient care,

incorporating the nursing process and the medical
treatment plan, shall be developed and
impleménted in coopetation with the medical staff.

On 12/08/08 the hospital nursing staff failed to
implement Palient V care plan interventions to
prévent falls as defined in the hospital's policy and

1. Deficiencies Identified:
a. Failure to implement interventions to
prevent falls defined in hospital

procedure. Patient V fell from the bed sustaining a
fracture of her right hip. She undéfwent surgery on
12/10/08 to repair the fracture and expired after
surgery in the intensive cére unit.

A review of Patient V's closed medical records was

policies and procedures:
i, Bed alarm not activated.
i Posey vest restraint not secured
to bed.
fii. Placement of pads around bed.
b. Medical Record Documentation
i Nursing note not entered in
chronological order,

doné on 12/15/08. Patient V was a 91-yeaf-old . ) ) .
woman who was admitted to the hospital on 2 C;E;?Ne actions taken immediately for
12/7/08 with diagnosés that included stroke, right Z‘ Patient assessed for injury and MD
sided paralysis of the arm ard lég per the physician notified.

history and physical. The initial nursing admission
assessment completed on  12/7/08 provided that
Patient V was oriented only to her name, and had
long/short  térm  memiéry  deficits. During  the
admission process the physician ordered that
Patient V have "fall precauhons nmplemented by

b. Bed alarm activated and posey vest
restraint secured to bed.

¢. Right hip x-ray completed per MD
order.

d. Rounding increased to every % hour
replacing hourly rounding.

e. Postfall analysis completed.
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d From pag 3. Permanent corrective actions taken
the nursing service. : a. Staffinvolved counseled by the Acute
The hospital policy 4nd procedure (P&P), FALL fﬂare SewngesglreC_torandﬁ;}fn'{t
. , o N SRAD g Vianager regarding accountability for
RISK PROGEPURE_ AND N'SCORE TQO‘L} pro\/zdgd : following Fall Risk Policy and
that all patients wefe assessed for fall risk by the Procedure. Completed: December 10
nursing stafl ahd dssigned a point valve using the & 11, 2008,
Morse Fall Risk Assessmeit, Three risk categories b. Evenloccurrence and
were involed; low, modérate, and high. The higher policy/procedure reviewed by Acute
. ) ) L . Care Services Director at 4P unit staff
thg point value the higher the. risk for fall. meeting, December 22, 2008.
Interventions were outlined in the P&P stditing with c.  Unit fall prevention work group
fow risk, and d&dditional interventions were formgfgi and'unit practice changes
implemiented with tHe moderate and high risk dentified with the following actions
lp n 9 implemented December 24, 2008;
values. ) . Rounding on the % hour
Fall risk evaluationis/assessrents weére completed replaced hourly rounds.
for Patient V and documerited in the medical record ii. Charting on the unit to be
on 12/7/08at 545pm. and 11:26pm. The Comp'etted ;Jst[ng the :n%b"ef "
. ; e - . computer stations outside of the
licensed nursing staff. used the ‘Morse Fall Risk patient rooms instead of at the
Assessment and assigned a point value of 35 nurses station.
points to Patient V foi both of the assessiments iii. Charting room to be used only to
which indicated a low risk for falls. The licensed . process discharges.
nursing staff completéed an additicrial Morse Fall V. ;Zt;i’;‘r:iszzg'}ge;rtigr?;ess
Risk Assessment on 12/8/08 at 8:00 p.m., which 1. location ’
had the point value of 70, thereby incréasing 2. acuity
Patient V's risk to the “high risk" for falls. 3. continuity ‘
After the licensed staff identified Patient V was at d.  Fall awareness boarq posted by time
high risk for falls th lanni docurientatic clock to track days without falls.
1ig _ risk for falls t e care planning dcumien a. ion Completed, December 30, 2008.
provided that on 12/8/08 the prevention interventions e. Porable personal bed/chair alams
consisted of "Initiate all high risk interventions”. The piloted on unit, February 2009, Use
interventions were outlined in the FALL RISK f ??S:é’;%;grgfa“::rgg :I?a'rfrosggff
‘PROCEI?U.RE Ar\{D‘ SCQRE TOOL. Apphcal.)le educated by Transport Team
interveritions consistent with the P&P high risk Manager regdrding reactivating bed
were to include bed alarms dnd pads ardund the alarms and securing restraints when
bed. Theré was no evidence in the medical record épa“?”tt '; péaced ti)aCk2|2 g%%a
. . . o ompleted, December 24, .
o su'pport theit these mterv.e.n.tio‘nls 'wefre' in pi.ace at 9. Supply process of availability of
the time Patient V fell. During an intérview with the posey restraints and size selections
hospital's Clinical Operations Coordinator on analyzed. Storage bins ordered for
Event ID:UBM311 _ 30372009 B:14:19AM o
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1/20/09 at 12:10 p.m. stated that the policy and
procedure element related to ™ placing pads around
the bed " of the moderate/high risk fall risk patiénts
was not applicable because the pads were aré not
available,

Licensed staff documented in the 12/8/08 nursing
nétes that Patient V was extremely restless and
had attemptéd o gdet out of beéd on several
occasions between the hours of 5:00p.m. and
midnight. The 5:00p.m. nrursing note described
Patient V as "Patient impulsively trying to get out of
bed. Bed alarm applied..." at 830p.m. "Pt trying
to climb out of bed. Placed in her wheelchair by lift
team and brought to nurses station for safety and
observation”.

The licensed nursing staff applied a Posey vest and
wrist restraints to Patient V as documented in the
nursing notes on 12/9/08 at 1:00a.m. A Posey
vest is a sleeveless vest that fits around the torso,
chest area with long ties attached that can be tied
to the patient's bed or chair which prevenls an
individual from rising.

The medical record nursing notés were not in
chronological order and anh explanation was
provided by the Clinical Operations Coordinator on
1/20/09 related to the dates and times of the
entries.

1. The following note was created Decémber 09,
2008 at 8:38 p.m. to represent documentation that
was to occur on December 09, 2008 at 12:01 a.m.
"Patient has been silting at the nurses station all
night & requested to go back to bed. Placed in bed
by the lift team & bed alarm turhed on. At 0005
patient found on floor right hip bruised. Doctor *****
notified. Patient taken down for hip x-ray. "

linen room storage and labeled with
color-coordinated coding and weight
scale for facilitation of proper sizing.
implemented, February 1, 2009
Transport Team Manager and Unit
Director re-educated 4P staff and
transporters on hand off
communication process pertaining to
returning patients to room and
reactivation of appropriate fall
prevention measures. Completed,
December 30, 2008.

Stal involved reeducated by Unit
Direclor and Manager on medical
record documentation policy and
procedure for making late entries in
the medical record. Completed,
December 10 & 11, 2008.
Corrective action not taken for
finding of pads not placed

around bed. This intervention

was noted by the investigator

after review of Fall Risk -
Policy/Procedure. It has since

been discovered that the policy
reviewed was not the current

policy. The current policy in

effect dated February 2008 does
not include the placement of

pads which is not a typical
intervention utilized in acute care
environments. Staff would not

have been expected to

impiement this intervention as

the facility does not supply them.
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Continued From page 3
2. The following note was crealed Décember 10, o )
2008 at 12:51 a.m. to represent documentation that 4. Monitoring Process: L
- . a.  Continued monthly tracking of falis.
was o occur on December 09, 2008 at 1;00 a.m. Measure: Falls per 1000 patient
 "Patient placed in a posey vest & hilting, days.
‘scratching & yelling at the staff. Attempted to thén Timeframe: Ongoing hospital-wide
put on wrist re'st.rair?ts & patient sl hitting b gz\slgwZ'?:'lmg';zs':négﬁfr:alysis_
scratching & screéaming, Yelling that she s " Faorms,
claustrophobic. Patient fell asleep fof about 30 Timeframe: Ongoing
minutes and woke up screaming again. Removed Responsibility: Unit Shift Supervisor.
patient from restraints and put her in a wheelchair C. Unit practice changes will be
e . . w observed for compliance and
at the nurses station. Patient satisfied. non-compliance will be reflected
The abgve nursing noles documentation were noét in performance evaluations.
entered into the electronic medicdl record until 20 Timeframe: Ongoing
plus hours after the event had occurred. Aécording Responsibility: Unit Shift Supervisor.
te the nursing nofes, the hospital Iift team placed d /}nalyys of 4P Umt-mcndents '°f.f3”5
. y ' : lanuary ~ December 2008, was
Patient V back to bed, and the bed alarm wads completed to identify trends and
turned on. Patient V's bed was equipped with a common factors.
pressure alarm built into the bed, so that hospital Timeframe: Reported by Risk
personnel would be alerted if Patient V altempted g:g:%z;?tzfzséggvee“ng on
to leave the bed. Responsibility: Risk Manager.
On  12/9/08 at 12:05a.m. RN 1documented that
Patient V was found on the floor beside the bed. On
12/23/08 at 9:25 a.m., RN 1was interviewed. She
stated that she was acting as "charge nurse” on
12/8/08, and was supplemenling care to Patient V.
She stated that the bed alarm had not been
activated when Palient V was returned to bed- on
12/8/08, and that she had incdrrectly documented
that the alarm was activated when Patiént V was
placed back ihte bed by the lift team. She al§o
stated that Patient V hdd the Posey vest on, but
not attached to the bed.
RN 2 was interviewed on 12/23/08 at 9:45 a.m. She
stated thet she had 1{he prihary cdre nurse
J assignment for Patient V and corroborated the J
Event ID:UBM311 3/3/2009 B:14119AM o
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previous staterments from RN 1 related to the bed
alarm not activated, and the Posey vest not being
secured to the bed. RN 2 stated that charge nurse
RN 1 helped to care for Patient V during the coufse
of the shift on Decémber 8 and 9, 2008. -

RN 1documented in the nursing notes for
December 9, 2008, that she contacled the
physician and x-rays were ordered for the right hip,
The x-ray examination of Patient V found that she
sustained a fracture of the right femur as a result of
the fall. Surgery was performed on 12/10/08 to
repair the fracture. Following the surgery, Patient V
was admitted to the intensive care unit where her
condition deteriorated. Patient V expired at 6:45
p.m. after unsuccessful resuscitative efforts.

The medical examiner report concluded on 1/17/09
that a contributing cause of death for Patient V
were hypertension; chronic atrial fibrillation;
fracture of the right hip.
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